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Breast Tuberculosis is a rare form of tuberculosis even in tuberculosis endemic countries like India and its
identity is often mistaken with breast cancer and pyogenic breast abscess. A 22-year-old married female,
with history of child birth one month back, lactating, presented at peripheral hospital with progressively
increasing pain and redness in the upper outer and central portion of her right breast. She was diagnosed
as breast abscess and incisional drainage of abscess was carried out. However, patient’s symptoms
progressed and an ulcer began to appear on upper outer quadrant of her right breast which rapidly
progressed to involve almost whole breast destroying nipple-areola complex. She was referred to our
institution for further management. Debridement of the lesion was carried out and tissue sent for
histopathological examination which revealed chronic granulomatous inﬂammation with caseating
necrosis. Patient was put on anti-tubercular treatment for a period of six months. The whole ulcer healed
up and she is doing well at present.
 2010 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.1. Introduction
Breast tuberculosis is a rare occurrence and is usually mistaken
as breast cancer or pyogenic breast abscess. The ﬁrst case of
mammary tuberculosis was recorded by Sir Astley Cooper in 1829
who called it ‘Scrofulous swelling of the bosom’.1 Breast tubercu-
losis is rare in Western countries, incidence being <0.1% of breast
lesions examined histologically.2 It’s incidence in India has been
variously described as between 0.1 and 3%.3 Breast tuberculosis has
no deﬁned clinical features. Radiological imaging is not diagnostic.
Diagnosis is based on identiﬁcation of typical histological features
or the tubercle bacilli under microscopy or culture. Anti-tubercular
therapy for 6 months with or without minimal surgical interven-
tion forms the mainstay of treatment.2. Case report
A 22-year-old married, lactating female, with history of child
birth one month back, presented at subdistrict hospital with pain
and erythema in the upper outer quadrant and central portion of
her right breast. There were no associated constitutional symp-
toms. There was no history suggestive of past or present tubercu-
losis. On examination there was erythema involving central partColony, Sanat Nagar, Srinagar,
wdri), fazlparray@rediffmail.
).
ciates Ltd. Published by Elsevier Ltand upper outer quadrant of her right breast. Temperature of
overlying skin was raised and tenderness was present in the
affected area. There was no palpable lump, no axillary or cervical
lymphadenopathy. The opposite breast was normal. She was
diagnosed as having breast abscess. Incisional drainage was per-
formed and patient was put on oral antibiotics. However, symp-
toms progressed and an ulcer appeared in the affected area about
ten days after the surgical procedure. The ulcer rapidly progressed
in size to involve about two- thirds of her breast destroying nipple-
areolar region completely. Patient was referred to our institution
for further management. On examining the patient, there was
a huge ulcerative area involving almost two- thirds of her right
breast including nipple-areolar complex with many necrotic areas
on surface. The clinical picture was mimicking that of inﬂammatory
carcinoma of breast (Fig. 1(A and B)). Wedge biopsy was taken from
three sites to conﬁrm the diagnosis.
Destroyed nipple and areola was biopsied. Debridement of
necrotic area was done. X-ray chest, ultrasonography abdomen,
basic haematological and biochemical investigations were within
normal limits. Histopathology revealed chronic granulomatous
inﬂammation with caseating necrosis and presence of Langhans
giant cells (Fig. 2(A and B)). However, ZiehleNelson staining of the
tissue didn’t reveal acid fast bacilli (AFB). Complete tubercular
proﬁle including Polymerase chain reaction (PCR), sputum for AFB
and X-ray chest were also not suggestive. Patient was put on
anti-tubercular treatment with four drugs (Isoniazid, Rifampin,
pyrazinamide and Ethambutol) for initial two months and later
continued on two drugs (Isoniazid and Rifampin) for additionald. All rights reserved.
Fig. 1. (A and B) Extensive right breast ulceration destroying nipple-areolar region. Picture mimicking that of inﬂammatory carcinoma breast.
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also done. The ulcerated part of the breast got healed up leaving
a scar and patient is doing well at six months of follow up (Fig. 3
(A and B)).
3. Discussion
Mammary tuberculosis is a very rare disease in industrialized
countries.4 It is uncommon even in countries where the incidence
of pulmonary and extrapulmonary tuberculosis is high. Among the
surgically treated mammary disease, prevalence of tubercular
mastitis varies between 0.025% in industrialized countries and
3e4% in developing countries.5 The risk factors associated with
tubercular mastitis are multiparity, lactation, trauma, past history
of suppurative mastitis and AIDS.6
McKeown and Wilkinson7 classiﬁed breast tuberculosis as
Primary when the breast lesion was the only manifestation of
tuberculosis (as was seen in our case), and Secondary when there
was a demonstrable focus of tuberculosis elsewhere in the body.
Primary breast tuberculosis is quite rare and may rarely arise from
infection of the breast through abrasions or through openings of
the ducts in the nipple.
Breast may become infected in a variety of ways,7 e.g., 1) Hae-
matogenous route, 2) lymphatic route, 3) spread from contiguous
structures, and 4) ductal infection. Of these, themost accepted view
for spread of infection is centripetal lymphatic spread.8 The path of
spread of the disease from lungs to breast tissue was traced via
tracheobronchial, paratracheal, mediastinal lymph trunk and
internal mammary nodes.7
Breast tuberculosis commonly affects women in their repro-
ductive age group, between 21 and 30 years. This may be because
the female breast undergoes frequent changes during the period of
activity and is more liable to trauma and infection.8 Similarly,
during pregnancy and lactation, the breast is vascular with dilatedFig. 2. (A and B) Histopathology smears revealing chronic granulomatous inﬂammation wducts predisposing it to trauma making it more susceptible to
tubercular infection.9 It is uncommon in prepubescent females and
elderly women.3 In males, it is uncommon. Most common
presentation of tuberculosis breast is lump10 in the central or upper
outer quadrant of the breast. Lump is often indistinguishable from
carcinoma breast, being irregular, hard, and at times, ﬁxed to either
skin or muscle. Lump is painful and is mobile. Breast abscess with
or without discharging sinuses and tubercular ulcer over breast
skin (as was present in our patient) are other forms of
presentations.11
Breast tuberculosis is classiﬁed as Nodulo-caseous tubercular
mastitis, Disseminated/Conﬂuent tubercular mastitis, and tuber-
cular breast abscess.12 Nodulo-caseous form of breast tuberculosis
is most common and presents as a well circumscribed, slowly
growing painless mass (es) that progresses to involve the overlying
skin, may ulcerate, forms sinuses and may become painful. In early
stage it is difﬁcult to differentiate from a ﬁbroadenoma, while at
later stages it mimics a carcinoma.13 Disseminated form of breast
tuberculosis is characterized by multiple foci throughout the breast
that later caseate leading to sinus formation. Overlying skin is
thickened and stretched with or without painful ulcers. Breast may
be tense and tender. The draining axillary lymph nodes are
enlarged and matted. Tubercular breast abscess is often a common
mode of presentation of breast tuberculosis, especially in young
women.
Modern radiological investigations help in deﬁning the extent of
the lesion rather than in diagnosis. Sophisticated radiological tools
like mammography, computed tomography (CT-scan) and
magnetic resonance imaging (MRI) of the breast have been exten-
sively explored for the diagnosis of breast tuberculosis but of no
avail. Mammogram in breast tuberculosis is of limited value as the
ﬁndings are often indistinguishable from carcinoma breast.9,14
Ultrasonography does not clinch the diagnosis as features are
largely nonspeciﬁc. Chest X-ray may show evidence of active orith caseating necrosis. Presence of Langhans giant cell and lymphocytic aggregates.
Fig. 3. (A and B) Same patient after ATT intake, regular dressings and debridements.
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FNAC settles the diagnosis by showing characteristic epithelioid cell
granulomas, Langhans giant cells and lymphohistiocytic aggregates
which is sufﬁcient for diagnosis. Histologically, tubercular mastitis
is a form of granulomatous inﬂammation. ZiehleNeelsen staining
for AFB is positive in only 25% of cases and hence is not mandatory
for diagnosis.15 Demonstration of AFB on FNAC is not mandatory,
since for AFB to be seen microscopically, their number must be
10,000e100,000/ml of material.16
PCR in the diagnosis of breast tuberculosis is less often reported,
mostly as a tool to distinguish tubercular mastitis from other forms
of granulomatous mastitis in selected reports.17 However, PCR is by
no means absolute in diagnosing tubercular infection and false
negative reports are still a possibility.18 Though mycobacterial
culture remains the gold standard for diagnosis of tuberculosis, the
time required and frequent negative results in paucibacillary
specimens are important limitations. Moreover, culture is not
always helpful in the diagnosis of breast tuberculosis.19
Treatment of breast tuberculosis consists of anti-tubercular
chemotherapy (ATT) and surgery with speciﬁc indications.Revised
National Tuberculosis Control Programme (RNTCP) of India
recommends category III regimen (2HRZ/4HR) for less serious
forms of extrapulmonary tuberculosis viz., lymph node tubercu-
losis, cutaneous tuberculosis, unilateral pleural effusion, and cate-
gory I regimen (2EHRZ/4HR) for more severe forms of
extrapulmonary tuberculosis. Drugs are administered thrice
weekly. Minimal surgical intervention is required for drainage of
breast abscess or biopsy from the abscess wall, scraping of sinuses
in the breast, incisional or excisional biopsy. Small lesions are
eminently treatable by an excision biopsy followed by a full course
of ATT.9 Residual lump following ATT may require surgical removal.
Our patient responded well to surgical debridements, regular
dressings, and ATT intake for six months.4. Conclusion
Extrapulmonary tuberculosis occurring in the breast is
extremely rare. In the absence of well-deﬁned clinical features, the
true nature of the disease remains obscure and it is often mistaken
for carcinoma or pyogenic breast abscess. It also presents a diag-
nostic problem on radiological and microbiological investigations
and thus high index of suspicion is needed to reach a conclusion in
these cases. Caseating granulomas in the tissue samples are diag-
nostic of tuberculosis. The disease is eminently curable with themodern anti-tubercular chemotherapeutic drugs with surgery
playing a role in some diagnostic dilemmas or intractable cases.
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